cerebri, of considerable size. The superficial part of this eventually sloughed away and the hernia then receded, while the wound granulated and healed, the boy being discharged on May 10.
He attended the out-patient department for some time, feeling well but having a slight purulent discharge from the external auditory meatus. He was lost sight of for some months but was again seen in September, 1911. There was then a large polypus projecting from the external auditory meatus for which he was readmitted. This was apparently attached to the posterior aspect of the meatus but its removal by means of a snare was followed by a gush of cerebrospinal fluid. This continued to escape; the discharge at first was profuse but subsequently diminished and ceased at the end of three weeks.
The boy now appears to be quite well. There is no discharge, and the interior of the meatus shows no granulations.
One remarkable fact is that he hears very well with the right ear. Before the first operation his mother stated that he was deaf, but when first seen it was not possible to ascertain the extent of his deficiency of hearing.
Mr. ARTHUR CHEATLE showed seven speciilmens of chronic imiiddleear suppuration which caused, in five instances, temporo-sphenoidal abscess, and in two cerebellar abscess.
In four specimens the mastoid cells were absent, the process being dense in one and diploetic in three. In all the outer antral wall was dense. In three specimens the type could not be determined owing to operative interference. The specimens demonstrated that the types in which the mastoid cells were absent and the outer antral wall was dense were conducive not only to chronic middle-ear suppuration, but to intracranial complications-a fact which was also borne out by clinical experience.
Mr. WAGGETT brought forward, in association with Mr. E. D. Davis, a case of right temporo-sphenoidal abscess, which was operated upon and recovered:
Female, aged 22, admitted for "headache and drowsiness." Two weeks before admission the patient was suddenly taken ill, with headache and vomiting. She was sent to a convalescent home. The vomiting ceased after the first day, but the headache became more severe. She had a discharge from the right ear, which had continued since an attack of scarlet fever at the age of 5. She states that the discharge diminished about the time she was taken ill. While at the convalescent home she had what she described as a boil in the right ear, which burst. At the end of the fortnight she returned to work, and on the morning of her return and of admission to hospital she is stated to have fallen, and has been drowsy and more or less unconscious ever since.
October 6, 1911: On admission patient is restless, moans, complains of pain in her head; she answers questions intelligently, but it is often necessary to repeat questions three or four times before receiving an answer. Respiration 24, irregular, and occasionally simulates Cheyne-Stokes breathing; pulse 64, and irregular; temperature 98'80 F. Pupils: Unequal, right larger than left, react to light, photophobia. Nystagmus on looking to either side. Well-marked optic neuritis; examination by Mr. Treacher Collins. Swelling: Right optic disk, 5D; left optic disk, 4D. Slight rigidity of neck. Paresis of the left side of the lower face, left arm and left leg. Onset of order of paresis not known, it is presumed the face was affected first. Tongue does not deviate; soft palate normal. Knee-jerks increased; ankle-clonus both sides; no Babinski's sign. No superficial epigastric reflex on left. No tenderness of skull on percussion or palpation. Lumbar puncture: Fluid under pressure and contains a few lymphocytes.
October 7: Patient's condition much improved. October 8: In the afternoon patient gave a sudden cry; relapsed to a similar condition to that on admission.
October 10 moved; the dura was tense, btut pulsation was present. After incision of the dura, sinus forceps was introduced into the brain upwards, inwards and slightly forwards towards the bregma, and at a depth of 2 in. 2 oz. of foul-smelling pus escaped. A rubber drainage-tube was stitched in and left in position for five days, not three days as erroneously stated at last meeting, a probe being passed along the tube every day. The length of the tube was 3 in. The tube was cut off flush with the edge of the wound. Bacteriology of pus: Staphylococci, streptococci and bacilli. Uninterrupted and rapid recovery. Got up on October 31; left the hospital for convalescent home, November 2.
October 30 : Optic neuritis--right optic disk, 1D; left optic disk, 3D. No paresis. Nystagmus still present, but not marked.
December: Patient in good health.
Mr. Waggett said it had been his practice to seek for pus with the median rhinoscopy speculum of Killian, but probably he had missed a certain number of abscesses. On a few occasions he had discovered abscess with his finger when he had failed with an instrument. In an experience of four cases he had never found any deleterious effect from passing his finger into the brain. In one case, that of a woman, the patient was practically dead on the operating table, in the hands of another surgeon, who told him (the speaker) that he could do what he wished. About half her skull was necrosed-a much neglected case F-21 which had been sent in to hospital in a comatose condition. He passed his finger into her brain quite twenty times, and on the following morning she said she had not felt so well for months, and eventually she went out perfectly well. She had no abscess which he could find. He believed the case was reported by Mr. Peyton Beale. In one case with symptoms of cerebellar abscess, he failed to find the abscess on two occasions. On the nineteenth day of the illness the patient became comatose, and he (Mr. Waggett), becoming desperate, passed his finger in and all over one lobe of the cerebellum. He found an abscess the size of half a walnut near the internal auditory meatus. The patient lived for eleven years, and becamne an inventor.
Dr. A. LOGAN TURNER said that having been conscious of failure in the treatment of many cases of brain abscess, he was anxious to take part in the discussion. He exhibited a table of sixty-eight cases which had been observed in the Ear and Throat Department of the Edinburgh Royal Infirmary during the past six years. His difficulties had consisted first in failure to appreciate properly symptoms and signs which should have led him to operate earlier; and secondly, he had operated upon cases in which there were signs which suggested the presence of a condition which was not actually found. There were one or two diagnostic points which he had tried to work out in an analysis of these cases. He was sorry that the ophthalmoscopic appearances had not been worked out in detail, especially after what Sir Victor Horsley had said; but he had very fair notes on that head, and would look into the matter again. The table of incidence was interesting from the point of view that localized brain abscess evidently occurred much less frequently than did sinus thrombosis and meningitis. There were twenty-two cases of localized brain abscess, whereas sinus thrombosis and meningitis occurred fifty-eight times. There was also a greater frequency of uncomplicated localized brain abscess, while sinus thrombosis and meningitis occurred relatively more frequently along with some other complication. This was in favour of more successful treatment in localized brain abscess. There were eleven cerebellar as opposed to eight temlporo-sphenoidal abscesses. With regard to headache as a localizing symptom, in eight cases of teinporo-sphenoidal abscess, and in two cases in which a large extradural abscess was in the middle fossa, there was temporal headache in seven, frontal headache in two, and in one the situation was not stated; whereas in eleven cerebellar abscesses the headache was frontal in seven, vertical in one, occipital in one, and
